###### Strengths and limitations of this study

-   Data were derived from direct consultation observations by a single observer. The qualitative method used, interviewing patients immediately after discharge, encouraged patients\' honesty about their experiences, when reassured that their comments would not affect further treatment.

-   The usage of a topic guide during interviews focused patients specifically on the discharge decision process.

-   The study was based on only one centre and may not be a true reflection of discharged patients in general.

-   The findings may have been affected by the clinic organisation or local discharge policies where it is possible that clinicians in a less busy clinic with more auxiliary support may interact with patients differently.

-   The finding of inappropriateness of discharge was a largely unexpected outcome of this study and the methodology of the study had not been planned to explore this. A further qualitative study needs to be carried out, focusing on interviewing only patients who were 'unhappy' or dissatisfied with their discharge, to explore this important issue further.

Introduction {#s1}
============

Outpatient discharge decision-making occurs across the whole of medicine; it has a critical influence on service efficiency and patient satisfaction but very little is known about it. There are 82.1 million UK outpatient hospital visits annually.[@R1] At every consultation, the clinician takes an implicit or explicit decision to discharge or see the patient again. Clinicians are under pressure to discharge patients to increase capacity.[@R2] Although strategies[@R3] have aimed at reducing secondary care demand, patients still prefer to see consultants rather than general practitioners (GPs).[@R6] Clinicians balance their perception of patients\' needs, ethical awareness and the intricate influences surrounding discharge in order to take appropriate decisions.[@R7] Patients\' attitudes towards their disease, wishes and their behaviour are also key considerations.[@R8] [@R9] Clinicians therefore have to contend with complex influences, including a possibly inaccurate perception of patients\' expectations,[@R8] and the desire to discharge 'difficult' patients[@R8] [@R10] [@R11] while continuing to review patients they know well.[@R8] [@R9] There is a real risk of biased clinician decision-taking.[@R8] [@R12]

Few studies[@R13] have examined what outpatients think about their discharge. Seeking to understand patients\' views[@R17] may improve patients\' discharge experience. Considering patients\' wishes over follow-up preference may minimise unneeded appointments. Improved communication[@R8] [@R9] [@R15] [@R17] and explanation of reasons behind discharge[@R9] may alleviate distress. Lack of planning of care around discharge[@R15] may result in an unhappy patient and family: incorporating patients\' perspectives in the discharge process is critical.[@R7] [@R8] [@R15]

The main aim, that is the overall objective of this study, was to explore patient views about the outpatient discharge process, based on their recent experience. The research questions, that is, the current objectives that this study was designed to answer, were as follows: (1) to observe what influenced clinicians before discharging patients, (2) to explore patients\' perspectives concerning their discharge or follow-up decision and (3) to identify what patients think is important for clinicians to consider when taking a discharge decision.

Methods {#s2}
=======

Participants {#s2a}
------------

The study took place in a general dermatology adult outpatients clinic at the University Hospital of Wales, Cardiff and consisted of observation of consultations immediately followed by general dermatology adult male and female patient interviews. NAH, first author and female researcher, conducted the interviews. She undertook this research as part of a wider PhD project and thereby was highly motivated to maximise information received from the participants. The assumptions were made that the interviewer biased will be minimised by one person carrying out the interviews. NAH is a clinician trained in internal medicine and dermatology. She received training in qualitative interview and transcription analysis, and conducted mock interviews before interviewing participants. A study protocol, patient information sheet and patient topic guide were emailed to all consultants in the department, seeking their permission to observe consultations and have their patients interviewed.

Sampling {#s2b}
--------

The study participants were selected from a convenience population using purposive sampling methods. The convenience population was the population of general adult dermatology outpatients attending the outpatient clinics. 'Purposive' sampling is a type of non-probability sampling technique. Since this study was about understanding how adult dermatology outpatients were discharged from the clinic, the participants were selected, based on the judgement of the researcher NAH, because they were dermatology patients attending outpatient clinics with the likelihood of being discharged. We considered the optimum sample size of interviewees, being informed by a previous study[@R16] where saturation of information from interviewees was achieved at the 46th face-to-face interview and recruited an additional 15 patients to avoid bias and increase the robustness of the data.

The recruitment process {#s2c}
-----------------------

Recruitment strategy was to include a variety of patients of different gender, ages, job and education status and a variety of skin conditions, simple, complex, medical and surgical. The researcher selected clinic sessions which had both surgical and medical patient attendances. Recruitment was aimed at patients who were likely to be discharged. Before each clinic session, the consultant reviewed the patient appointment list and case notes and informed the researcher of patients who were 'potential' candidates for the study. The researcher would agree or disagree with the consultant's suggestion based on the demographic characteristics of patients whom she had interviewed earlier, in an attempt to recruit patients with a wide range of demographic characteristics and diseases. The cooperation of the consultant was critical because of his/her background knowledge of patients\' problems, circumstances and disease severity.

When a patient was called in to the consultation room, the consultant sought verbal consent for the consultation to be observed. The researcher was then introduced to the patient and the patient\'s agreement reconfirmed. Following the consultation, the consultant would again check the patient\'s agreement and the researcher then interviewed the patient in a separate room. After each interview, the researcher would wait for the consultant to call her in for the next patient. It was difficult to keep a good balance of surgical and medical cases because most of the patients who refused to be interviewed were those with complex medical skin conditions. NAH did not know any of the participants before the study started. The participants only knew that NAH was a dermatology clinician who is currently a full-time researcher.

Data collection and analysis {#s2d}
----------------------------

In the study, 64 consultations were observed and 56 patients were interviewed.

### Consultation observations {#s2d1}

The aim of the consultation observations was to observe what influenced clinicians before discharging patients. The observations of patients\' discharge during the consultations with consultants were used to complement the subsequent patient interviews. The researcher\'s status as a non-participant observer was made clear to consultants and participants. Extracting what influences the consultants\' discharge decision-taking process can be difficult because the observer can only make assumptions concerning these influences. In order to make note-taking of observations of consultations more structured, a 'Consultation Observation Checklist' was used (see online [supplementary appendix 1](#SM1){ref-type="supplementary-material"}) to record observations of how clinicians took discharge decisions. The checklist was developed based on discharge influences identified in the literature review and from previous clinicians\' interviews.[@R8] It was impossible to collect everything during the observation process; therefore, it was necessary to gain early insight into what interactions take place during the decision process.[@R20] The question, "How was the consultant\'s demeanour?" within the 'Consultation Observation Checklist' was designed to address whether, and if so how, the intents and ethos described by the consultants were enacted in practice. For example, as some consultants in a previous study[@R7] had stated that they displayed empathy when informing patients of their discharge, we used the observational approach to observe whether this was reflected in practice. The researcher observed the participants\' speech, facial expressions and gestures used[@R21] during their discussions with patients. The researcher also noted whether the consultants tried to make sure that patients understood their diagnosis and how to self-manage before discharging them. The observation method was used to understand consultant behaviour within a naturalistic context, complementing, verifying and validating data extracted from participant interviews.[@R21]

10.1136/bmjopen-2015-010807.supp1

During the observation of consultations, the researcher NAH made multiple notes of any other aspects of the consultations that appeared to be of relevance, including recording the consultants\' demeanour. In addition, the researcher observed the type of factors influencing the consultants\' discharge decision-taking and recorded each influence using the 'Consultation Observation Checklist'.

The checklist data were analysed by counting the number of checklist influences recorded during each consultation and also by counting the number of consultations in which each influence occurred. These data were converted to percentages to make the comparison clearer. The checklist was piloted in eight consultation observations and altered based on that experience. New items not in the original 'Consultant Observation Checklist' were added, including 'Discharged due to a wrong referral'.

The structured recording of data assisted the subsequent manual analysis of how frequently these influences occurred with each consultant and in relation to the context of the decision being made. After each observation, the researcher looked through each influential factor and related it to the discharge or follow-up decision. The checklist helped us to identify patterns of what clinicians considered most before discharging patients and to understand how different patients were handled. For instance, observing the clinicians\' demeanour made it possible to compare how clinicians reacted to different patients during the discharge decision-making process. The consultant\'s demeanour, as well as the patient\'s verbal and non-verbal responses such as facial expressions, was correlated with the list of influential factors. These observations were also interlinked with the clinic ambience and circumstances which occurred during the whole discharge decision-making process. For example, one consultant asked an elderly patient whether she could apply the cream at home and be discharged, but the patient insisted on a follow-up because of the lack of assistance since she was living on her own. Each consultation was analysed using this method. Outcomes which were similar were categorised under the same heading (influential factor). One of the limitations of this data analysis was that categorical data handling may result in a conceptual grid and there may be new categories or influences missed. However, this limitation was addressed by the pilot observation study.

### Patient interviews {#s2d2}

The aims of the patient interviews were to explore patients\' perspectives concerning their discharge or follow-up decision and to identify what patients think is important for clinicians to consider when taking a discharge decision. Immediately after the consultation, patients were invited for an interview. After giving written consent, patients were interviewed face to face using a topic guide (see online [supplementary appendix 2](#SM1){ref-type="supplementary-material"}) and it was audio recorded. At the interview end, a question such as "is there anything more you would like to add?" was asked to encourage further patient ideas. We planned to interview at least 10 more patients after reaching saturation. No repeat interviews were carried out and the participants did not provide feedback on the findings. It would have been ideal for the researcher to interview each consultant immediately after the observation session to confirm whether each factor really had an influence on the discharge decision-making process. However, the prime focus of this study was to gain the patients\' insights.

### Coding themes and subthemes of the data set {#s2d3}

Field notes were made during the interviews and reflective notes afterwards. Transcripts were not returned to participants for comment. Three of the authors were involved in the data coding ([figure 1](#BMJOPEN2015010807F1){ref-type="fig"}). Interviews were transcribed and manually analysed by coding data in the printed transcript margin.

![Details of the coding main themes and subthemes. GP, general practitioner.](bmjopen2015010807f01){#BMJOPEN2015010807F1}

In this study, a thematic analysis was conducted which involved searching repeated patterns (themes) across all data sets. A theme captures something significant or meaningful about the data set in relation to the overall research question and is not necessarily dependent on how little or often such a theme appears throughout the data set. The researcher\'s judgement is critical to decide what a theme is. The researcher (NAH) transcribed the interviews and reviewed the data, as well as generated initial codes in a structured fashion and collated the codes into potential themes. These themes were then checked to confirm whether they related well to the coded extracts within the entire data set, and finally, each theme was clearly defined and named.[@R22]

Duplications were removed and similar categories grouped and reduced into broader subthemes. Research team members independently validated 10% of transcripts against recordings and resolved differences through discussion. Analysis focused on the patients\' perception of discharge appropriateness, patients\' discharge expectations and what they thought clinicians should consider before discharging them. Transcripts were further analysed using NVivo V.10, Qualitative Data Analysis Software to aid data organisation.

### Statistical analysis {#s2d4}

A 'descriptive statistical analysis' of the data is reported. This consists of reporting percentages of items observed.

Results {#s3}
=======

Consultation observations {#s3a}
-------------------------

### Participants (consultants) {#s3a1}

Observations of 64 dermatology consultations took place in a dermatology outpatient clinic. [Table 1](#BMJOPEN2015010807TB1){ref-type="table"} describes the characteristics of the dermatology consultants who took part. All but one consultant agreed to participate.

###### 

Demographic characteristics of the consultant dermatologists (N=7)

  Consultant dermatologists                             Number (N)
  ----------------------------------------------------- ---------------------
  Male                                                  5
  Female                                                2
  Mean age (range)                                      50.8 years (38--56)
  Indigenous British                                    4
  Ethnic minority                                       3
  Type of NHS Contract                                  
   Full time                                            7
   Part time                                            0
  Also working in private practice                      3
  Years of clinical experience in dermatology (years)   
   30--40                                               2
   20--29                                               3
   10--19                                               1
   \<10                                                 1
  Main special interest in dermatology                  
   Medical                                              4
   Surgical                                             2
   Paediatric                                           1

NHS, National Health Service.

### Influences on discharge decisions {#s3a2}

[Table 2](#BMJOPEN2015010807TB2){ref-type="table"} describes the number of consultations, of the total 56, in which each 'Consultation Observation Checklist' influence was observed.

###### 

Number of consultations in which each 'Consultation Observation Checklist' influence was observed (56 consultations observed)

                                                           N=Number of consultations in which the influences were observed   Percentage (%)
  -------------------------------------------------------- ----------------------------------------------------------------- ----------------
  Disease-based influence                                                                                                    
   Type of diagnosis                                       56                                                                100
   Certainty of the diagnosis                              39                                                                70
   Disease progression                                     26                                                                46
   Comorbidities                                           15                                                                27
   Type of treatment                                       41                                                                73
   Response of treatment                                   38                                                                68
   Completion of treatment                                 20                                                                36
   Treatment side effects                                  12                                                                21
   Disease monitoring                                      28                                                                50
   Usage of dermatology treatment guidelines               5                                                                 9
  Patient-based influence                                                                                                    
   Age                                                     3                                                                 5
   Gender                                                  0                                                                 0
   Culture                                                 0                                                                 0
   Communication (language barrier)                        2                                                                 4
   Mobility                                                0                                                                 0
   Distance                                                5                                                                 9
   Circumstances surrounding patient\'s life               0                                                                 0
   Carer or family member to assist at home                19                                                                34
   Cognitive ability                                       0                                                                 0
   Learning difficulties                                   0                                                                 0
   Psychological concerns                                  2                                                                 4
   Patient\'s quality of life                              4                                                                 7
   Understanding of the disease                            0                                                                 0
   Patient\'s acceptance of disease                        28                                                                50
   Patient\'s ability to self-manage treatment             36                                                                64
   Patient\'s compliance with medication                   0                                                                 0
   Patients' initiative to engage with support groups      0                                                                 0
   Patient\'s concerns about job                           3                                                                 5
   Patient\'s expresses wish to be discharged              2                                                                 4
  Practice-based influence                                                                                                   
   Academic interest                                       5                                                                 9
   Reassure patient easy reaccess to secondary care        27                                                                48
   Joint colleague discussion                              7                                                                 13
   Nurse assisted in explaining treatment                  3                                                                 5
   Ascertain patient--GP relationship                      2                                                                 4
   Ascertain GP\'s skills in handling dermatology cases    2                                                                 4
   Ascertain GP\'s willingness to share care               0                                                                 0
   Ascertain availability of treatment in secondary care   16                                                                29
   Discharge due to wrong referral                         0                                                                 0

GP, general practitioner.

Twenty-five types of influences were observed to be influencing the discharge decision process. [Table 3](#BMJOPEN2015010807TB3){ref-type="table"} presents the relationship of observed influential factors to the likelihood of discharge or follow-up, based on the 'Consultant Observation Checklist' and other recorded observations.

###### 

Relationship of observed influential factors to likelihood of discharge or follow-up)

  Observed influential factors (N=25)                Patient is likely\* to be discharged if the influence aspect (column 1) is as follows:   Patient is likely\* to be followed up if the influence aspect (column 1) is as follows:
  -------------------------------------------------- ---------------------------------------------------------------------------------------- ----------------------------------------------------------------------------------------------------
  Type of diagnosis                                  Disease is self-limiting or simple                                                       Disease is severe or complex
   Certainty of the diagnosis                        Diagnosis is confirmed                                                                   Biopsy is needed to confirm diagnosis
   Patient\'s acceptance of the diagnosis            Understands and able to accept diagnosis                                                 Doubtful about diagnosis accuracy
  Type of referral                                   Wrong referral                                                                           Appropriate referral
   Joint colleague discussion to confirm diagnosis   Clinician is confident of diagnosis                                                      Clinician is unsure of diagnosis, needing joint colleague discussion to confirm diagnosis
   Comorbidities                                     Patient with no other problems                                                           Patient with multiple diagnoses
   Guidelines                                        Treatment which does not involve guidelines                                              Treatment which involves guidelines (such as for melanoma)
   Disease progression                               Stable or asymptomatic                                                                   Recurrent
   Disease monitoring                                Treatment plan which can be monitored by GP                                              Treatment plan which needs hospital monitoring
  Type of treatment                                  Topical treatment with minimal side effects                                              Ongoing systemic medication or biologics
   Completion of treatment or 'cured'                Tumour fully resected                                                                    Multiple tumours and recurrent tumours
   Treatment response                                Good treatment response                                                                  Poor treatment response
   Treatment availability                            Not available or treatment not possible in the NHS                                       Many treatment options available in the NHS
  Patient age                                        Younger patients                                                                         Older and frail patients
  Patient attitude                                   Patients who appear confident                                                            Patients who have a long-term relationship with consultant
  Carer                                              Presence of carer or family                                                              Living alone
  Communication                                      Ability to communicate well                                                              Language barrier
  Job                                                Busy                                                                                     Retired
  Distance                                           Lives away and travelling difficulties                                                   Easily mobile, independent
  Psychosocial concerns                              None                                                                                     Present and lack of resources to handle concerns
  Skin disease burden                                Coping well                                                                              Not coping well.
  Self-manage                                        Understood well and agreed to self-monitor disease                                       Difficulties in coping or lack of support to monitor disease
  GP relationship                                    Good relationship with GP                                                                Doubtful of GP\'s expertise
  GP\'s skills                                       Skilful GP or GP with dermatosurgical facilities                                         Perceived inadequate GP dermatology skills
  Wishes or concerns                                 Patient accepts advice after addressing wishes or concern                                Unrealistic expectations or too many concerns making it impossible to handle in one clinic setting

\*"...is likely" refers to the opinion of the researcher NAH, based on witnessing and recording the 64 consultations. NAH was also informed by interviewing 56 patients, spending over 100 hours transcribing and reflecting on the interviews' content and by detailed discussions with the research team.

GP, general practitioner; NHS, National Health Service.

During the observation of consultations, the gender, ethnicity and years of experience of consultants were not perceived to relate to patients\' satisfaction or dissatisfaction concerning the decision whether or not to discharge them. However, one patient with a different ethnic background to the consultant had difficulty understanding the disease management plan and the patient was not discharged. Consultants who worked in private practice appeared to be more confident in providing information to patients if the skin condition was not treatable under the National Health Service (NHS).

### Pattern of discharge of practice {#s3a3}

The pattern of discharge practice differed depending on various influences. Consultants had their own personal demeanour and unique method when handling discharge: all maintained good eye contact and expressed concern. Twenty-six (46%) consultations were interrupted by colleagues or by phone calls. Consultants kept within the standard consultation time when the problem was simple. However, six consultants spent longer with patients who had special concerns about their skin. Before discharging a patient referred for a diagnosis (after many years of uncertainty), the consultant took time to explain the diagnosis, treatment possibilities and that cure was unlikely. When interviewed, the patient said she was less anxious, relieved to have a confirmed diagnosis and was happy to be discharged (Quotation 1). The possible implications to this finding require further thought and development of strategies to improve clinic discharge management by reducing disruption of clinic consultations. As part of a wider study,[@R8] 40 consultants were asked about the strategies that could be used to improve discharge decision-taking: one of these was to train juniors in effective time management. All consultants clearly explained the diagnosis to patients: in two instances, the diagnosis was ambiguous but the patient was discharged after reassurance. Patients accepted their discharge readily after a good surgical outcome. An elderly patient appeared relieved when not discharged: she stated that despite normal clinical findings, she was followed up because the consultant had cared for her for years and understood her well. If treatment was complex and needed primary care blood monitoring, consultants tended to check on the patient\'s motivation to self-monitor. When discharging, one consultant always concluded by asking "Is there anything else I can help you with right now?"

Patient interviews {#s3b}
------------------

### Participants (patients) {#s3b1}

Fifty-six patients with medical, surgical, subacute and chronic skin conditions were interviewed immediately after their consultation had been observed (26 (46%) male, mean age 54 years, range 18--80). [Table 4](#BMJOPEN2015010807TB4){ref-type="table"} presents the demographic characteristics of the patients. Sixty-four patients (excluding the pilot study) initially agreed to be observed and interviewed. However, eight patients later changed their minds because four were in a hurry, three had other commitments and one because of poor English resulting in poor communication.

###### 

Demographic characteristics of the patients who were interviewed and whether they were discharged or not

  Study participants                                                       Number                Percentage (%)   Discharged   Not discharged
  ------------------------------------------------------------------------ --------------------- ---------------- ------------ ----------------
  Male                                                                     26                    46                            
  Female                                                                   30                    54                            
  Mean age (range)                                                         53.9 years (18--80)                                 
  Indigenous British                                                       50                    89                            
  Ethnic minority                                                          6                     11                            
  Education level                                                                                                              
   Primary                                                                 1                     2                             
   Secondary                                                               31                    55                            
   Tertiary                                                                24                    43                            
  Type of skin disease                                                                                                         
   Medical                                                                 29                    52                            
   Surgical                                                                24                    43                            
   Unconfirmed diagnosis                                                   3                     5                             
  Type of job                                                                                                                  
   Employed                                                                19                    34                            
   Self-employed                                                           4                     7                             
   Retired                                                                 28                    50                            
   University student                                                      3                     5                             
   Unemployed on benefits                                                  2                     4                             
  Diagnosis                                                                                                                    
   Non-melanoma skin cancer                                                7                     13%              3            4
   Melanoma                                                                1                     2%                            1
   Eczema                                                                  5                     9%               1            4
   Psoriasis                                                               3                     5%                            3
   Itchy rash                                                              1                     2%               1            
   Acne vulgaris                                                           3                     5%               2            1
   Postinflammatory hyperpigmentation                                      2                     4%               1            1
   Actinic keratosis                                                       4                     7%               3            1
  Allergic contact dermatitis to latex                                     1                     2%               1            
  Benign mole                                                              2                     4%               2            
  Ingrown hair                                                             1                     2%               1            
  Melasma                                                                  2                     4%               1            1
  Skin cancer and renal transplant                                         1                     2%                            1
  Urticaria                                                                2                     4%               2            
  Dermatofibroma                                                           2                     4%               1            1
  Leg ulcer                                                                1                     2%                            1
  Onychomycosis                                                            1                     2%               1            
  Nodular prurigo                                                          1                     2%                            1
  Lichen planus                                                            1                     2%               1            
  Seborrhoeic dermatitis                                                   1                     2%               1            
  Polymorphic light eruption                                               4                     7%               3            1
  Photosensitive dermatitis, photoaggravated rosacea and UVA sensitivity   3                     5%               1            2
  Insect bites                                                             2                     4%               1            1
  Rosacea                                                                  2                     4%               2            
  Uncertain diagnosis                                                      3                     5%               2            1
  Total                                                                    56                    100%             31           25

UVA, ultraviolet A.

### Details of patient interviews {#s3b2}

Data saturation was achieved after 41 interviews: 15 more confirmed saturation. The mean interview time was 20 min (range 5--40 min). NAH undertook all observations and interviews. Patient quotations are given in online [supplementary appendix 3](#SM1){ref-type="supplementary-material"}. In 17 interviews, a family member of the patient was present. All 31 discharged patients appeared to agree with the clinician\'s decision to discharge them. However, when interviewed, 12 had not expected discharge. Two of these were happy: one was given the reassurance of easy clinic reaccess and the other was relieved that the treatment had finished (Quotation 2). The other 10 patients were unhappy, critical of the clinicians\' attitude and incorrect perception of their needs. Eight had chronic disorders and had been followed up over the long-term. Only two were at their first appointment. Three patients who had expected to be discharged were given a follow-up: one felt that there were limitations to the consultant\'s expertise, one perceived that no lesions were recurring and one felt that nothing more could be done.

Eleven subthemes were identified, classified under three main themes: (I) Patients\' attitudes to discharge: (1) patients\' expectations, (2) patients\' feelings and (3) patients\' participation in decision-making; (II) Key clinical considerations when taking discharge decisions: (1) diagnostic certainty, treatment plan and patient well informed, (2) patients\' ability to cope and self-manage, (3) communicate with patients and address concerns and (4) efficient clinic organisation and clinical practice; (III) Factors contributing to inappropriate discharge: (1) diagnosis related, (2) treatment related, (3) patient disagreement with clinician\'s discharge practice and (4) projection of a 'rushed' demeanour.

### Coding themes and subthemes of the data set {#s3b3}

Details of the coding themes and subthemes are presented in [figure 1](#BMJOPEN2015010807F1){ref-type="fig"}.

Patients\' attitudes to discharge {#s3c}
---------------------------------

### Patients\' expectations {#s3c1}

One patient with acne had not expected discharge despite significant improvement. He assumed he would not be discharged until completion of treatment. However, another similar patient was relieved to be discharged, inferring that his disease was controlled.

### Patients\' feelings {#s3c2}

An elderly patient, who experienced slight nerve damage secondary to excision of a skin cancer, agreed to discharge without any concern. However, a university student was dismayed by the decision to discharge, although his facial seborrhoeic dermatitis was clearly improving with medication.

### Patients\' participation in decision-making {#s3c3}

Retired patients were less likely to engage in the discharge discussion. They accepted a more paternalistic approach and were less likely to negotiate follow-up (Quotation 3). When interviewed, only two of the retired patients (7%) preferred to have a discussion over whether or not to be discharged. Patients in employment and young adults apparently felt strongly that they should be involved in the discharge decision and two stated that they would inform their consultant if they did not agree with the decision (Quotation 4). Patients who had chronic or complex problems were keen to be involved in the decision-making and preferred to be notified in advance about the possibility of discharge. Patients with surgical disorders were less demanding, saying they were impressed with the department\'s services. However, two patients stressed that they should not have been discharged without the dermatology surgeon (preferably) inspecting the surgical wound.

Key clinical considerations when taking discharge decisions {#s3d}
-----------------------------------------------------------

### Diagnostic certainty, treatment plan and patient well informed {#s3d1}

Patients expected clinicians to be certain of their diagnosis (n=39) and provide a clear treatment plan (n=38). All stressed that providing clear information about their disease, patient information leaflets and website addresses is essential before discharge, empowering self-management and enhancing their confidence. Most patients with chronic diseases felt 'safer' to be followed up, in case treatment needed changing. Fifty-one patients expected their management to be complete before discharge, including full investigation, exploring treatments and their responses and a final thorough examination (Quotation 5).

### Patients\' ability to cope and self-manage {#s3d2}

Patients are reluctant to be discharged if they feel unable to detect subtle changes heralding worsening (Quotation 6). Three patients with psoriasis insisted that their disease chronicity meant they should never be discharged, even if well controlled, for fear of coping by themselves or missing new treatments. They felt more reassured being followed up by a dermatologist, even annually, than by their GP (Quotation 7): GPs need to have appropriate knowledge and to know when to re-refer.

### Communicate with patients and address concerns {#s3d3}

Patients preferred phrases such as: "I don\'t need to see you again" or "You can now be taken care of by your GP" to the blunter "You are discharged". Fifteen patients said that clinicians should use simple terms when providing information. However, during the observations, no clinicians used medical jargon. One (doctor) patient highlighted that clinicians should be reminded not to use medical jargon with a patient, to prevent them being confused (Quotation 8). Eight patients said that, when discharging, it is important that the physician has a confident demeanour to reassure the patient. Three patients mentioned that if a patient does not speak English, an interpreter must be used. During observations, in addition to the checklist items recorded ([table 2](#BMJOPEN2015010807TB2){ref-type="table"}), the researcher NAH noted that two discharged patients apparently did not understand the diagnosis. One patient noticed that the clinician was unimpressed by his spots until told they were itchy, illustrating the patients\' sensitivity to doctors\' mannerisms and body language (Quotation 9). Two patients felt it was important that clinicians ask whether patients are happy to be discharged (Quotation 10). However, one patient thought this was a redundant question because he did not think anything would have been done if he had replied that he was unhappy (Quotation 11).

### Efficient clinic organisation and clinical practice {#s3d4}

Seven patients were more likely to accept discharge if assured of quick reaccess to specialist care if necessary. Twenty patients felt that the long waiting time for first appointments or re-referrals was daunting. One patient with severe chronic urticaria said that he almost committed suicide because of intolerable pain and itch and the long delays in dermatology referral (Quotation 12). Patients were happy if they perceived good communication existed between dermatologists and GPs or other specialty consultants involved in their care. Those with comorbidities were most appreciative of the reassurance that after discharge they would still be in good hands. Five patients mentioned the importance of coordination between the GP and the specialist. Two patients stated that discharge was more acceptable when notice of possible discharge is given during a previous consultation or when, after biopsy, the consultant wrote to the GP confirming a benign diagnosis. However, a (nurse) patient thought otherwise (Quotation 13). Patients with chronic conditions felt that warning of discharge would allow their mental preparation. Two surgical patients were keen to see the clinician who operated on them before discharge, to give them reassurance of the surgery\'s success and a sense of completeness.

Factors contributing to inappropriate discharge {#s3e}
-----------------------------------------------

The following results are based on information from all patients who were interviewed, and were not restricted to the 10 'unhappy' patients.

### Diagnosis related {#s3e1}

Patients insisted that clinicians should confirm their diagnosis before discharge. One patient was unhappy because she felt that the clinician was uncertain of the diagnosis. She was asymptomatic because the lesions had resolved while waiting for her appointment. She mentioned at the interview that she would have preferred an open appointment for easy access should the symptoms recur rather than a fixed follow-up. However, she did not say this to the clinician. Two patients stressed that the patients\' acceptance of their diagnosis is important before discharge. One patient was unhappy because he did not agree with the clinician\'s diagnosis and expected further investigations and monitoring. He was discharged because the clinician was confident of the diagnosis and explained that there was no other treatment. The patient felt that the clinician was only interested in his perception of the diagnosis and was unwilling to probe further (Quotation 14). Another patient referred for diagnosis was appropriately given a follow-up. She felt that patients with rare diseases should never be discharged before making a definite diagnosis (Quotation 15).

### Treatment related {#s3e2}

One patient felt that patients with conditions with no cure should never be discharged, because of possible future advances. One student with seborrhoeic dermatitis insisted that his problem must be 'cured' despite knowing that this condition may recur. A patient with melasma was upset because he thought that the clinician perceived his problem as purely cosmetic. A young woman with acne highlighted that clinicians should provide further suggestions for dealing with disease or treatment complications, such as scarring.

### Patient disagreement with clinician\'s discharge practice {#s3e3}

One patient stated that it was a hassle for her to be discharged and re-referred for surgical intervention if she later wanted this. She expected the clinician to understand her job demands and felt she should have been given more time to make a decision during the consultation. She said she was unable to express her disagreement due to her poor English and had felt uninvolved in the decision-making. Five patients were unhappy that their clinicians suggested they seek referral to a private dermatologist: actually, the clinicians were informing patients about treatment only available in the private sector. Two patients did not understand NHS service limitations and felt that the doctor was 'following the rules' rather than prioritising the patient\'s best interests (Quotation 16).

### Projection of a 'rushed' demeanour {#s3e4}

Three patients felt upset because their clinicians appeared rushed. The patients perceived that the clinician wanted to 'wrap up' the consultation and discharge them to save time. These patients were still uncertain of their diagnosis or had psychological problems. One patient said he did not express dissatisfaction because of how the clinician spoke (Quotation 17).

Discussion {#s4}
==========

In this study, the mean age of patients was 54 years. Fifty-five per cent of dermatology outpatients range from age 45--100 years.[@R20] Forty-three per cent of the patients interviewed reported having had tertiary education. This is a higher level than that in the general population. This may be partially explained by the recruitment hospital being based in a large city centre where residents are generally well educated.

Accurate perception and certainty of information {#s4a}
------------------------------------------------

The researcher observed that in all consultations in which the decision was taken to discharge the patient, all patients and dermatologists gave the impression of agreeing with and of being content with the decision to discharge. However, this study has revealed that there may be a major discordance between patients\' demeanour and apparent acceptance of discharge decisions, giving the impression that they were content with the decision and patients\' actual views.[@R23] Although clinicians endeavoured to address patients\' needs, expressed concern and confidently arranged discharge, they mainly focused on medical issues[@R24] and were unaware of some patients\' discontent over the discharge itself. Moreover, no patients objected to their discharge.

Clinicians may be unwittingly biased because of overconfidence,[@R8] [@R25] or previous individual experiences.[@R26] Skilled expertise[@R27] is central to accurate clinical judgement; however, a standardised tool[@R28] [@R29] might in some instances be helpful to prevent bias.[@R8]

Inpatients are sensitive to subtle nuances of clinicians appearing courteous but not truly curious about patients\' expectations and needs.[@R24] This study identified that outpatients also perceive these nuances, despite short consultations. Clinicians often focus on the basics of clinical medicine, such as diagnosing and monitoring treatment response. Just as inpatient discharge is problematic,[@R15] outpatient clinics are usually very busy and clinicians have little time to make discharge decisions. If more time could be allocated to final visit consultations, this would allow more a detailed addressing of patients\' concerns and possibly reduce some of the bias inherent when judgements are made.

Patients expect continuity of outpatient care until the diagnosis is certain, but this may not always be possible. If clinicians were able to provide relevant information[@R8] [@R9] to support understanding and self-care, this might increase patients\' confidence in the discharge process. Jointly discussing a patient\'s treatment plan and encouraging further questions,[@R30] even if a patient seems to accept discharge, could uncover unmet needs.

Effective communication and patient engagement {#s4b}
----------------------------------------------

Effective clinician--patient communication is a core attribute of high quality discharge-making.[@R9] [@R15] For example, the avoidance of use of medical jargon may contribute to an atmosphere in which patients feel encouraged to ask questions.[@R13] If healthcare professionals, as part of the healthcare team, engage closely with patients with chronic conditions, the discharge decision process could be tailored to individual patient needs. The demeanour of clinicians has considerable unspoken influence on the consultation. Patients emphasised the importance of clinicians projecting confidence, respecting patients\' views, using 'kinder' words at discharge and displaying empathy. Most dermatology patients left the discharge decision entirely to clinicians. If patients are involved in the treatment decision,[@R31] even if disagreeing with the final decision, this may allow clinicians to gauge what matters most to a patient[@R32] before the decision is made. Clinicians may miss subtle hints of patients\' needs if they discount patients\' personal accounts,[@R25] dominate a subservient patient or ignore patient involvement in the decision process.[@R15] [@R33] If there are conflicting views on the final decision, this may encourage clinicians to try to understand the reasons for disagreement and thereby better inform their clinical judgement.

Addressing concerns and patient reassurance {#s4c}
-------------------------------------------

Fully addressing all concerns of patients before discharge may in reality be impossible. Some patients felt 'short-changed' at not receiving the 'best' treatment for conditions with a strong cosmetic element. Aggressive discharge policies or tumour management guidelines may be challenged if patients express uneasiness at not being given a follow-up after surgery. Patient dissatisfaction might be reduced if clinicians ensured that patients understood the reasons behind hospital policies. Easy access to policy documents might enable this, if written in simple language. Dermatology patients are especially vulnerable to public comments of their appearance, because skin is integral to body image and self-respect. Although treatment was often not ideal, many patients interviewed preferred to be indefinitely under dermatology care. Difficulties arise because of a mismatch between clinicians thinking they have 'reassured' a patient and the patient\'s actual perception.[@R34]

Long re-referral waiting times add worry to patients already having difficulty coping. This concern may be addressed by making provision for open return appointments or direct access if needed. If patients are discharged with severe or chronic inflammatory skin disease that needs continued monitoring, a well-coordinated management plan between the specialist and the GP,[@R9] [@R15] clearly explained to the patient, will enhance the quality of care. Prior notification of discharge may help alleviate anxiety. Patients need reassurance that they will receive quality care after discharge from outpatients.[@R34] It may be helpful, especially for those patients who favour indefinite secondary care, to inform them of the framework of care provided by their GPs[@R9] and of their suitability for follow-up in primary care. Identification of patients who need extra primary care input or emotional support after discharge may also result in the pre-empting of potential problems.

This study has some limitations. For example, it is possible that some of the personal characteristics of the consultants, such as age, gender or ethnicity, may have been relevant to the patients\' perceptions or acceptance of the discharge decisions. Our study was not designed to address this question, but no patients commented on these personal characteristics of the consultants.

Implications and future research {#s5}
================================

The degree to which patients accept discharge varies widely: each patient\'s level of concern arises from their individual belief system or expectations. Patient engagement in the discharge process could contribute to the appropriateness of discharge decisions. Up to now, the patients\' voice in the discharge decision has largely been ignored. However, there is increasing motivation to ensure that clinical decisions are efficient and appropriate, to enhance care and for reporting performance. When taking the decision to discharge, clinicians using empathetic body language may help alleviate patients\' anxiety. The clinical challenges require an appropriate mixture of coaxing and empathy along with the assessment of treatment response and consideration of the diagnosis. It would be appropriate to train clinicians to think and decide about discharge systematically: this would encourage clinicians to consider the patient\'s overall health, the clarity of the treatment plan, the patient\'s ability to apply treatment and to cope with treatment side effects. The wide range of issues identified by patients as important provides evidence to support targeted clinical training.

This study identifies for the first time that many patients on being discharged from outpatients may agree with the clinician to being discharged, apparently willingly, but in reality are unhappy with the decision or the way it was managed. It is important that clinicians should be aware of this possibility and seek to modify the way that they take discharge decisions to ensure that the patient\'s true feelings are taken into account. This flags up the need for clinicians to involve patients in discharge decision-making in a structured systematic manner.

Conclusion {#s6}
==========

This study highlights the importance of accurately perceiving patients\' perspectives in ensuring the appropriateness of outpatient discharge. This study provides a warning to clinicians that discharging a patient is even more complicated than it seems, and has opened a Pandora\'s Box of patients\' attitudes surrounding discharge decisions. It highlights the importance of considering patients\' perspectives in ensuring the appropriateness of outpatient discharge. This may be addressed by clinicians trying to include patients in discharge decisions and by understanding and addressing their wishes, especially with dermatology patients whose confidence relates to their body image. There is a need for a systematic approach to develop a science of discharge. We need to ascertain which information is critical to consider prior to discharge[@R35] and to understand how clinicians can gain an accurate perception of patients\' expectations and avoid bias. Conflicting views relating to discharge will continue between some clinicians and patients unless clinicians more fully understand patients\' expectations and are able to handle their concerns. Perhaps after beginning to hear the patient\'s voice surrounding discharge, clinicians should be encouraged to develop the skills needed to take consistently high quality and appropriate discharge decisions.
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